Primary results from OUTREACH: a phase 2 study of lisocabtagene maraleucel administered in the community
setting as outpatient or inpatient treatment in patients with relapsed or refractory large B-cell lymphoma
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Table 2. Study site characteristics Figure 4. Initial hospitalization after liso-cel infusion

OUTREACH In patients with 3L+ R/R LBCL treated in the community setting, treatment with liso-cel demonstrated consistent safety )
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Outpatients Inpatients g outpatients ang g inpatients wEo :ag hemoglohb{nl lEboratory restjlts zlefterD Day2 39; dRecovery data are presented for the 10 outpatients and 2 inpatients who had platelet laboratory results after Day 29; Recovery data are presented for the e Median time to peak CAR T cell expansion was 10 days and similar in outpatients and
. = = tpatients and 5 inpatients who had neutrophil laboratory results after Day 29. : .
PET-positive (n =57) (n = 25) ou ; : . . ) inpatients
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» Prior autologous HSCT allowed e (n =57) gfﬁasrgéonagfgi%ggﬁmsas ECOG PS of 0 / 1 at screening, n (%) 19 (33) / 38 (67) 8 (32) / 17 (68) 27 (33) / 55 (67) CRS ° Constipation @ ° A
 ECOG PS of 0—1 Setting at ’ . _ . . . : ° 1 1mi 1 1 1
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